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 N 000 Initial Comments  N 000

This was an offsite licensure investigation survey.

Survey Date:  7/2/12

Facility Number: IN005330

CCN: 157155

Medicaid Number; 100264320A

Surveyor: Kelly Hemmelgarn RN

During this offsite investigation, the agency was 

found to be operating without a current Indiana 

Home Health license.

 

 N 434 410 IAC 17-11-3 Renewal of home health 

licensure

Rule 11 Sec. 3  An application for renewal of 

license shall be filed with the  department at least 

sixty (60) days prior, but not sooner than ninety 

(90) days before, the expiration date of the 

current license.  

This RULE  is not met as evidenced by:

 N 434

Based on document review and interview, the 

home health agency failed to ensure the renewal 

application for licensure was filed at least 60 days 

prior to the expiration of  the Indiana home health 

license.

Findings include:

1.  A letter from Indiana State Department of 

Health dated 2/29/12, stated, "Dear 

[administrator's name]:  Our records indicate that 
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 N 434Continued From page 1 N 434

your agency's license to operate a home health 

agency in the State of Indiana will expire 6/30/12.  

Enclosed is a renewal application for you to 

complete and submit with requested 

documentation and $250 license fee to: ... Please 

ensure your application is complete and arrives in 

advance of your facility's license expiration 

6/30/12 ...."

3.  Indiana State Department of Health received a 

renewal application on 6/15/12. This was not 60 

days prior to expiration of the license.  The 

renewal application received was missing 

information and was unable to be processed as 

submitted.

5.  The administrator was called on 7/2/12 at 4:30 

p.m. regarding license expiration. The 

administrator indicated not being aware of the 60 

day requirement for submitting the renewal 

application.
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